In November, 1952, the present Art Therapy' program was initiated in the psychiatric service at Westminster Hospital. After three years' experience a number of conclusions have been reached, and numerous questions have been raised. We propose in this paper to deal with this experience and its theoretical aspects under these headings:
1. Physical setting and time table 2. Personnel: functions, background and bias 3. Basisfor referral to Art Therapy 4. The role of various media 5. Self-expression: attitudes and techniques 6. Interpretation of drawings 7. Role of technical instruction 8. Staff relationships 9. Discussion.
1) Physical Setting and Time Table
The two rooms assigned to Art Therapy are basement rooms, roughly 11' x 40', with four windows each. This exaggerated length lends itself to four divisions, two to a room; and in the course of our experience a function for each division has evolved which meets most of our needs. At one end is a private section, openly labelled as such, in which the patient will have a minimum of disturbance from staff activities or visitors. Next to this is a section for the more sociable patients. The third section is furnished for grpup discussiohs, with comfortable chairs, a screen for mounting prints, and a blackboard. The fourth section contains the files, and is reserved for discussion of cases with the physicians, psychologists, nurses, or nursing orderlies involved. Nurses and nursing orderlies are encouraged, when space is available, to draw or to paint: otherwise they sit away from the patients. Visitors who come to observe may do so only while drawing or painting beside a patient. Shoulder-peeping by any person is actively discouraged.
The time table has been worked out to provide time at the beginning of the morning, and at the end, for consultation. Patients not on physical treatment attend from 9.30 til111.00. Those on insulin come at 11.00 for one hour. For the first two years the classes have been held for only one morning of each week, and attempts have been made to encourage the patient to supplement this with work on the ward-. It became clear, however, that weekly sessions did not provide sufficient continuity, and for the past year we have conducted two sessions weekly. One of the morning sessions has evolved into a group activity: the discussion of colour prints by a half dozen patients, with emphasis on the associations and moods induced by the pictures rather than their technical aspects. A separate paper on this aspect of Art Therapy will be forthcoming as experience accumulates.
2) Personnel: functions, background, and bias
The staff involved directly in the Art Therapy sessions at Westminster Hospital consist of the art therapist and two staff psychologists. In addition we have had over the past few months the weekly assistance of a volunteer assistant.
lArt Therapist 2Chief of Service-Psychiatry 3Psychologist Westminster Hospital, Dept. of Veterans Affairs, London, Ont, The psychologists alternate their attendance, one being present at each session. They help out in a number of ways: a. by briefing the therapist on the patient's background and needs. b. by arranging for the attendance of patients with the hospital staff concerned. c. by assisting directly as a therapist. d. by providing specialized knowledge for the discussion of individual cases with the therapist. e. by contributing their observations to written records and reports. f. by following up, in close conjunction with the psychiatrist concerned, any needful-or promising-cases with psychotherapy. The direct responsibility for planning and putting into effect the Art Therapy program rests with the therapist, subject to the approval of the psychiatric staff. The basis for this program since its inception has been pragmatic rather than theoretical. The therapist's background includes some twenty years of varied teaching experience, during four of which he was associated with Educational Services at Westminster Hospital, working with patients with various disorders. In addition he has done both casual and intensive creative work in painting and writing. Formal training includes a degree in general arts, graduation from a Canadian art school; and post-graduate work in the faculty of education.
The therapist's personal bias has had so direct a bearing on the conduct of· the therapy program that it seems pertinent to include an expression of his viewpoint. Therapist's Statement "Both in teaching and in my own creative work a conviction has grown that technical skill is a result of self-expression rather than a means of achieving it. The prime creative need is for self-acceptance, and the discarding of standards that have been imposed from outside the person without the person's inner consent. Repeatedly I have observed the opposite aspects of the same situation. At one end a child, happily expressing himself in a given medium at a technically immature level, is confronted with adult standards of perfection; and promptly loses all interest in the medium. At the other end an adult, without interest in the medium and regarding himself as devoid of talent, is encouraged by a non-critical atmosphere to accept his technical limitations as inconsequential; and soon develops technical skill in proportion to his creative needs." "As a teacher, therefore, I am a confirmed therapist. As a therapist my basic bias is in favour of the individual. That is, a drawing or painting interests me insofar as it expresses those aspects of a patient's personality that distinguish him from others, rather than those which suggest his conformity to standard personality patterns. As a result, self-expression on whatever level the patient can work at receives a maximum of encouragement; and conversely, the patient receives a minimum of encouragement to draw or paint according to external standards." "This stems from a belief (no doubt issuing out of my own personality structure) that every human being contains within himself a unique combination of values that makes him, on however humble a scale, valuable to society. If he can discover this uniqueness, accept it as his own, and realize,' without exaggerating, its worth; then the chief obstacle to his self-separation from society has been removed. My bias is in favour of expressing rather than suppressing the individual's differences; and I am most effective as a therapist when I am doing this." "Along with this bias is a second, which overrides a superficial scepticism; I cannot emotionally accept any case as hopeless, even when, intellectually, I am quite convinced that nothing effective can be done for a particular patient. This has proved a very useful attitude in dealing with chronic cases: and though we cannot point to any dramatic improvement in chronic patients due to Art Therapy, we have, nevertheless, got surprising insights into the working of the schizophrenic mind through persisting with apparently hopeless cases."
3) Basis for referral to Art Therapy
The largest number so far admitted to anyone session is twelve. This number taxed to the limit both the space and equipment available as well as the personnel, which on that occasion included a volunteer assistant. The nature of the work frequently involves the therapist for half an hour or more with a single patient; and the ideal number for a typical productive session would be four per therapist.
Whenever it is possible to take on a new patient the psychiatric staff is so informed. Referral forms enable the physican to indicate which of the following purposes of referral to pursue: a. to give the physician a fresh picture of the patient through his drawing. b. to give the patient an opportunity of releasing tensions. c. to build the patient's self-confidence. d. to build the patient's social confidence (group sessions). e. to develop the patient's insight.
Since the patient is encouraged to look to his own past experience for pictorial subject matter, it is important for us to be aware of his background, particularly any traumatic areas that an uninformed therapist could easily blunder upon, thereby destroying his usefulness with that patient. The more conversant we are with the patient's background, too, the more likely we are to discover common elements in our own background, many of which are useful in bridging the gap between him and ourselves (two white men meeting in the heart of darkest Africa).
Since unsuspected phases of the patient's illness may be revealed in his drawings, clinical conclusions about his condition or attitude are often a handicap. On the other hand, we want as clear a picture as we can get of his needs. For example, the label "paranoia" is too broad a description to be useful. Specific symptoms of the patient's "paranoia", however, ar-e most useful. An instance would be the delusion that the R.C.M.P. were in direct radio contact with the patient, checking every step he made. This delusion might be the subject matter for a series of drawings that had considerable therapeutic value.
Space is therefore provided in the referral form for the psychologist to summarize the family background and interrelationships; service, employment and educational data, and the highlights of his clinical picture.
Patients are referred for Art Therapy on the following basis: a. New admissions to the hospital, considered by the psychiatric staff to have a fair prognosis, are given priority. Frequently we encounter indifference in such patients, or even open hostility. In such cases we ask for compulsory attendance; having learned that the patient's negative attitude is often due to a misconception of the nature of the activity expected of him. The patient is informed that after two compulsory sessions he will be free to decide for himself whether he wishes to continue or not. b. Another likely candidate for effective Art Therapy is the patient who, as a result of one or another of the physical therapies, shows symptoms of recovery. At this stage, more than at any other, Art Therapy seems to make its greatest impact. c. Occasionally "chronic" patients are admitted, if they show a strong desire to paint or draw, or if they have revealed at any time a potential to change; or if, as sometimes happens, the work they do or their comment on it, gives us insight into the relationship between their drawings and their illness. d. Ability or interest in art is not, per se, a basis for selection. Indeed, patients with a background in art are more likely than not to use preconceptions or acquired skills as a means of evading the deeper levels of self-expression. On the other hand, gifted patients who have few other outlets for self-expression are only excluded when our facilities are crowded.
4) Media
The following media are available to the patients and have all been used:
Charcoal Coloured chalk and conte Crayons Wet Media-India ink Finger paints Show-card colour Water colours' Oils The wet media, with the exception of finger paints, are used mainly by patients with some experience in their use, and only when they are specifically asked for. A majority of patients seem most comfortable with coloured chalk, or even a lead pencil-largely because it is the most familiar to their hand. Both smooth and rough paper are available.
Finger painting, it seems to us, has assumed an exaggerated role in therapy: especially in the matter of interpretation. As a means of self-expression it does encourage the patient to work on a more spontaneous and less controlled level; and for some patients it opens doors that might otherwise have remained closed. On the other hand the excessively controlled patient is too uncomfortable with this medium to produce anything. Interpretation, our experience suggests, demands a superhuman degree of objectivity and a vast experience on the part of the interpreter. Finger painting, however, does tap unconscious material very effectively in some patients, and may be a valuable aid to insight.
Perhaps the main value of having a variety of media available is the means it provides of giving the patient who has reached an impasse a fresh impetus to self-expression. Professional artists whose work has become stale and uninspired not infrequently change their medium for this very purpose. Basically, however, the medium is only a means to an end, and it seems to us that the patient's deeper needs are not likely to find expression simply by the happy choice of a medium.
5) Self-Expression
A basic assumption of our department is the positive value of self expression. Insofar as we have achieved an atmosphere favorable to creative activity it has grown out of an attitude of respect for the patient as a person, a scrupulous regard for his sense of privacy, and the absence of a double standard in the relationship between patient and therapist. With regard to the last point we have had ample evidence that obliqueness or double dealing of any kind-no matter how subtle the therapist may feel himself to be-scan end only in lost rapport.
Beyond this again is the therapist's readiness and ability to respond intuitively to the patient's needs. Effective techniques for stimulating creativity cannot be planned or devised in advance: they must arise spontaneously to meet the given situation. Only a sensitive "third ear" and a total concentration can adequately meet its demands. Along with a third ear a blind eye is equally necessary: insight and "outsight" seem in this context to be mutually exclusive.
We aim, therefore, at more than a neutral, permissive attitude, which by its very nature must present a cold, controlled aspect to the patient. The attitude rather is relaxed and responsive, undisturbed by-almost blind tothe patient's negative symptoms because it is expecting the positive reactions it assumes to be potential in every human being.
Techniques for inducing significant activity necessarily demand wide variations according to the individual's needs. When a patient first attends a session he is usually given paper, pencil and coloured chalks and left to his own devices for five or ten minutes. If nothing has transpired the therapist sits down for a chat with him, exploring his attitude towards art as an activity and his understanding of what such activity involves. This conversation is a means, too, of conveying the therapist's own non-critical attitude, and is designed to relieve any anxiety the patient may have as to standards expected, or the use that might, be made of his drawings. Verbally, and through demonstrations, the patient is made as aware as possible of the rich and varied sources of self-expression open to him.
These sources range from direct observation, through remembered and imagined subjects, to completely non-representative or abstract material. The relative value of these sources can best be demonstrated with a diagram. (Fig. 1) .
Our experience suggests that, broadly speaking, there is greater likelihood of the patient attaining more freedom as he selects his material towards the right, rather than the left, of this range. To draw directly from observation is to invite criticism: and the patient is too dominated by the actual forms he observes to use any freedom in their interpretation. Drawing from memory, he is using material that has already become highly selected from experience, and is therefore more personally significant. Too, the critical viewer is not likely to be as familiar with the material, nor as ready to point the hostile finger. With imagination (that is, the inventive manipulation of remembered forms, or fantasy) comes another increase in freedom. The final freedom is abstract expression, where the patient, no longer representing anything, is immune from criticism.
On the other hand, as the patient moves from left to right for material he becomes increasingly dependent on his own resources. This, for some patients, means increasingly anxious reactions; and not infrequently a patient will balk at first against even the most primary form of expression (drawing from observation); though perfectly willing to copy another work of art-even, sometimes, one of great complexity. In our work we learn as early as possible where the patient feels most comfortable; and occasionally use even a copy as a starting point. When made aware of the freer areas of self-expression to the right, most patients will readily move in this direction.
It is quite possible, however, for a patient to do non-representative work that is quite superficial in content; and, conversely, a purely representative drawing or painting may reveal depth of sensitivity and creativeness. At no time with any patient is it possible to say, this is the specific area in which he will produce free expression at a significant level.
The therapist's readiness to respeCt the patient's privacy is a necessary condition for maximum self-expression. More willbe said on this subject under Staff Relationships. In some cases shis respect for privacy is used as an active agent in treatment. Where a patient is judged ready to deal with material that he does not want to expose to any viewer the therapist makes it clear that no one will see his work, and is scrupulous not to view it himself, even in the patient's absence. Frequently such work is torn up and put in the basket. The fragments are collected and preserved until such time as the patient may be ready to piece them together and re-view them. Drawings done under these conditions can become the basis for profitable sessions with a psychotherapist.
6) Interpretation
The reservations we have already expressed with regard to the interpretation of finger painting apply equally, in our experience, to interpretation in general.
It is true that a great many paintings have obvious meanings which he who runs may read. Confusion, hostility, withdrawal symptoms, and so on, can be identified often with ease. The drawing-a-person test frequently reveals major personality traits and is often used in our sessions as a project to encourage self-analysis. 'to assume, however, that there are significant differences between the character of, say, "schizophrenic paintings" and "normal paintings" is to disregard the evidence to the contrary provided by the last fifty years of Western painting; unless of course one merely decides to label all post-impressionist painting as insane art.
In no field is wishful or projective interpretation more common than in Art Therapy. It is questionable, indeed, whether in any other field there has been more assumed and less proved. One thing does seem to be self-evident. No matter how skilful and accurate an interpretation may be, it awaits the patient's own emotional recognition. We cannot give our eyes to the patient; and it is surely presumptuous in every sense to suppose that we are able to see through his eyes.
Nevertheless the interpretation of drawings has therapeutic possibilities. Not infrequently a patient will ask for the therapist's interpretation of his drawing; sometimes in a context that is not merely self-evasive. If the therapist feels that this request comes out of a groping on the patient's part toward selfanalysis the challenge is accepted. Prefacing his reactions with "If I had made this drawing it would mean -" the therapist correlates what are to him significant aspects of the drawing with a frank disclosure of his own inner needs, and ends by pointing out that this is not his drawing but the patient's: that the patient will be able by similar attempts to find his own meanings. This demands on the therapist's part a very different relationship than that obtaining in the psychoanalytic situation. The therapist becomes, in effect, a patient himself; establishing a genuine equality that makes a maximum of communication possible. We are well aware that this is a controversial procedure, justified only when it follows spontaneously out of a special situation. Indeed, any deliberate technique or attitude employed in a therapeutic situation is subject to stereotype with repeated use; and, unless constantly adapted to the needs of the patient, becomes sterile.
7) The Role of Instruction
While it is made clear to the patient that technical or even artistic excellence is not an aim of the art session, there is nevertheless a usefulness to an art therapist's background in drawing and painting, quite apart from his awareness of, and sensitivity to, a wide range of art forms. Patients with some training in art are very likely to show up at art classes, and are soon aware of the therapist's own background. The therapist's spontaneous recognition of a "feIlow artist" has a definite role in the therapy of such patients. Others ask for formal instruction in technique which, when given, may build the patient's confidence in, and establish rapport with, the therapist. As the patient's confidence increases he may venture into more creative fields, increasing the depth of his satisfaction. The desire for instruction is primarily an expression of dependence, and our aim here is to wean the patient gradually into less dependent forms of activity.
8) Staff Relationships
It is questionable whether Art Therapy as a separate activity has any great treatment value: it is only as a part of the total treatment program that it can make its full contribution. The attitudes, therefore, of the whole staff have a bearing on its effectiveness. Unless the psychiatrist has an understanding of, and sympathy for, our aims we will neither get the patients we can work with, nor the direction we need, to do a good job. Confidence built up in an Art Therapy session can be destroyed by the careless remark of an indifferent nursing attendant, or a too solicitous one by a nurse on the ward. When the patient's creative urge is stimulated to the point where he will draw or paint on the ward, the attitude of the hospital has a direct bearing on his work.
The general attitude of society to self-expression in painting is unfortunately the opposite of therapeutic. Many staff members reflect this attitude, admiring strictly representative work (whether it is copied or observed) as such; making little effort to understand any other form of expression. Consequently, we encourage nursing attendants and nurses, who accompany the patients, to draw or paint with them rather than act as spectators. This serves the triple purpose of making therapy for the patient seem less imposed, of enlightening the staff as to the possibilities of freer forms of expression, and of encouraging the development of a non-critical attitude. Non-participating staff members are encouraged to sit away from patients at work, rather than look over their shoulders.
Another vital factor in Art Therapy is that of preserving any confidences made to the therapists by the patient. Our experience suggests that more attention should be paid to this aspect of therapy. The situation frequently arises where the patient's discussion of his drawing will spontaneously expose, or suggest, experiences or reactions he would normally reserve to himself. This may throw valuable light on the patient's condition; and the therapist's natural impulse is to pass this material on to the physician, or to other interested staff personnel. Undoubtedly he is justified in so doing in special cases; but we are convinced that it is a practice open to much abuse. The patient's confidence and the short time benefits are likely to be overbalanced by the long term damage done to the patient's faith in the therapist as a person who will preserve his confidence. To put it bluntly, once the therapist is regarded as a "stooge", he is valueless as a therapist. Our practice has become, where material of a confidential nature is exposed, to pass this on to the interested staff members only after discussing our intention to do so with the patient himself. Significant interpersonal relations are on too delicate a level to survive even the therapist's own knowledge that he is dealing obliquely with the patient. And, if the patient's intimate life is discussed loosely with a staff group, some sense of this, if not actual knowledge, must sooner or later filter back to the patient. In Art Therapy patients cannot be dealt with, or regarded, as impersonal cases; they must be treated by the therapist as persons in the full sense of the word.
The privacy of the patient is most likely to suffer from visitors. Consequently, we confine casual visitors to the last hour of the morning; and do what is possible to prevent the patients from feeling that they are on exhibition.: On the other hand, we desire visitors; and when time allows acquaint them with what we are doing, so that an understanding of the aims and methods of Art Therapy may become more general.
One thing that is clear from our experience in Art Therapy is the validity of the general aim voiced by the Chief Psychiatrist, when the program was begun: that a maximum therapeutic effect is obtained when the resources of the whole therapeutic team-psychiatrist, psychologist, therapist, nurse, and nursing attendant-are brought to bear on a particular case. This demands a bond of interest, understanding and determination running through the team which is only possible when all members of the group are convinced of the value of their work. In Art Therapy this team work is becoming more and more integrated and effective. This is due to the solid support given it by the Hospital Superintendent and the Veterans Welfare Services, and to the increasing interest and co-operation of the whole staff. The atmosphere is one of healthy growth.
The introduction early in 1955 of a second weekly session has meant more frequent contact with more patients, has enabled the introduction of group sessions, and has greatly increased our feeling of effectiveness. The provision of time before and after the sessions in which to prepare materials, consult with psychiatrists, discuss cases, file drawings, and write reports, has proved exceedingly helpful. To date, however, there has been little opportunity for any kind of purposeful research. A wealth of material has accumulated, both drawings and related clinical notes, that should produce rich rewards if time were allotted to intensive analysis and correlation studies. The product of such research would not only stimulate and make more purposeful our own therapy, but would make what we have learned available for other workers in the field. In this connection, an occasional group discussion program, to acquaint staff members (especially nurses and nursing attendants) with the aims and methods of Art Therapy, would do much to increase the effectiveness of the psychiatric team.
Since the introduction of two sessions per week the staff-patient ratio has averaged 7; 14 per week. In the drawing and painting sessions a nursing attendant of either sex is present, besides the therapist and psychologist, with nine patients. In the group sessions an average of five patients and three staff members attend, a male nursing attendant not being required. When the nursing attendant takes an active part in the session (by drawing or painting) he has a definite function in the group. However, over the past two years there has been only one instance where a mild disturbance justified the presence of a nursing attendant.
A session in which the therapist only was present would be poor economy for several reasons. In the first place, the psychologist is just as active throughout the session as the therapist. Secondly, since accurate assessments of the patients' needs are essential, the presence of a psychologist ensures that one-sided judgements will be avoided. Thirdly, if the therapist worked alone the number of patients would need to be curtailed sharply. Actually, where psychologists or psychiatrists are doing intensive therapy with individual persons, they have frequently found the Art Therapy sessions a useful setting, and the patients' drawings a means of significant contacts.
To date three or four nursing attendants have shown themselves interested in, and capable of helping with, Art Therapy. If there were any means of giving these nursing attendants some statuS the cost per patient could be brought down by employing them regularly as therapeutic assistants. If this were done, either more patients could be treated, or the higher-priced help could be concentrated where it was most needed.
Discussion

The Special Values of Art Therapy
As indicated earlier in this report, the patient's drawing can be a means of acquiring confidence. Where this comes from a visible increase in skill, Art Therapy does not differ from occupational therapy in general. It is another matter, however, when the patient views his drawing as a personal creationa reflection of himself. In a sequence of his own drawings in which he sees increasing integration, the recession of menacing elements, or other indications that he is becoming a healthier person, he finds support in his own self-portrayal for his growing confidence. He is, in effect, discovering resources of strength within himself.
A rough parallel might be drawn between Art Therapy and some aspects of physiotherapy. The rehabilitation of disused muscles, or the training of a new combination of muscles to take the place of paralyzed ones, demands an awareness of, readiness to use, the patient's physical resources. As a means of treating personality handicaps, Art Therapy trains the patient to set a realistic value on his own spiritual resources; to discover them, use them, and learn to rely on them.
The sequel to self-expression in Art Therapy gives it what is, perhaps, its unique value. On completing his creation the patient can view his work as a part of himself that is outside of himself. It can be-if the level of self-expression is significant-the patient's unique opportunity to see himself with some degree of objectivity. Here, too, the greatest demands are made on the therapist to provide the atmosphere most likely to stimulate the patient to make his own interpretation.
Both Art and Music Therapy at W estminster have one advantage in common over other forms of treatment. In both, the therapist comes from outside the hospital and has no connection with hospital routine. He is a "contact man" with the outside world, less liable to the suspicion or hostility that is a frequent reaction to the full-time staff worker. It is easier, too, for the therapist, with his limited hospital contacts, to assume the normalcy of the patient. This assumption, when spontaneous, is a vital factor in establishing rapport.
Lin;zitations of Art Therapy
It is becoming increasingly apparent that Art Therapy begins a process which it cannot complete. A critical point is reached, when Art Therapy has been most effective, where daily contact with the patient, and the special skills and gifts of the trained psychotherapist are essential to further progress. Insofar as analytic methods are used in the treatment of mental illness, Art Therapy may be useful as an aid, but is no substitute.
Questions
In Art Therapy, as in any other form of treatment, it is necessary to proceed on a number of assumptions which may, or may not, be valid. Each of these assumptions implies a question for which we cannot claim to have an adequate answer. The basic question' arises, how can these assumptions be proved, or disproved? We assume, for instance, that self-expression is good for a patient. We see convincing evidence that he enjoys it. But to date we have discovered no real proof that it makes any permanent contribution to his mental health.
In the case of a chronic patient whose level of self-expression may vary, but whose range of variation remains constant over long periods of time, we can reach three alternative conclusions: a) Self-expression has had no effect on his mental health, b) Self-expression has, at least, prevented the patient from regressing, c) The patient is unchanged because he has expressed himself only at a superficialleveI. Which is the valid conclusion? Where a patient with a good prognosis is involved, we almost invariably get striking variations in style, subject matter and skill, Frequently (and nearly always in the case of a patient who is subsequently discharged) progress is apparent in this work. Where such progress occurs two questions arise: a) Does this progress contribute towards, or merely reflect, the patient's recovery? b) If Art Therapy does contribute to recovery, how does it do so? Self-expression is only one of a number 'of factors: the therapist's non-critical attitude or enthusiasm, the effect of the patients on each other, the high staffpatient ratio, etc. Is the creative work done by the patient the key factor, or of only incidental importance? In other words, has Art Therapy a unique and permanent place in the therapeutic battery that justifies the high staff-patient Vol. 1, No.1 ratio; or is it merely another variation of the occupational type of therapy, effective mainly through its concentration of staff on the individual patient?
Any convincing answers to these questions are most likely to be found in working with chronic cases of long standing. In the field of mental illness the uniqueness and complexity of each individual case makes it impossible to group large numbers for controlled experimentation. Each case must provide its own control. Chronic cases, where other therapies have been tried again and again and found wanting, provide the ideal experimental material. Much might be learned if such patients were subjected to alternating intervals of Art Therapy and non-therapy over a period of two or more years, under consistent and regular observation.
A rich experience in Art Therapy of various kinds has accumulated in the United States and Canada, but sharing of this experience is rare. This report comes out of the wish to pass on what we have tried out~t Westminster to other Art Therapists, in the hope that they will do the same for us.
Resume Francais L'article decrit le programme de therapie par l'art qui fut inaugure en novembre 1952 a I'hopital Westminster de Londres. Apres consideration breve de l'aspect physique de l'unite, de l'honoraire des sessions et du personnel employe, le point de vue et l'attitude de l'artiste-therapeute sont donnes sans ambage. Ce qui compte, c'est la possibilite d'expression de soi a son avis, c'est meme ce qui produit I'habilete technique. A cause de cette occupation, le patient est encourage a s'exprimer dans ses productions artistiques; les copies exactes et les considerations theoriques recoivent peu d'attention. Selon cette technique l'on s'applique a faire ressortir les differences individuelles, I'unicite du patient. L'artistetherapeute fait aussi profession d'un grand enthousiasme: on peut toujours faire quelque chose pour un malade quelque reserve qu'en soit le pronostic.
Les conditions d'acceptation d'un patient dans Ie service sont assez clairement discutees: beaucoup d'attention est accordee ases besoins et ason histoire passee.
L'utilisation des divers rnateriaux et de leur valeur respective est ensuite etudiee, Comme al'hopital de Westminster, on admet que le but premier de cette therapie est de favoriser la libre expression de soi, les auteurs ont dresse un tableau tres utile ala comprehension et aI'evaluation des tendances expressives du patient par l'art. II est, entre autre chose, etabli que plus il est imaginatif et inventif, plus il se devoile, exception faite de rares cas alors qu'il utilise ce moyen pour mieux se cacher, De rneme, plus il est conventionnel et se base sur l'observation, plus il inhibe ses capacites d'expression. II y a aussi necessite de respecter la vie privee du patient et de n'utiliser ses confidences qu'avec sa permission. II est tres sensible adeceler les revelations faites par l'artiste-therapeute, en l'occurence son confident, ce qui rend tout travail ulterieur impossible. Les auteurs sont des plus prudents en offrant des interpretations; par ailleurs ils se con trent assez actifs dans leur utilisation, en quoi ils different de la technique psychanalytique. IIs soulignent aussi que le besoin chez Ie patient d'etre instruit signifie un besoin de dependance que cette technique s'efforce de sevrer. En terminant, ils apportent quelques considerations sur les relations entre les membres du personnel qui doivent etre celles d'une equipe et arretent des conclusions des plus modestes et des plus critiques.
